largely focused on documenting the widespread, profound, and often persistent impact traumatic events can have on children and adults. Although it is neither surprising nor novel to demonstrate that traumatic events can result in posttraumatic reactions, the breadth, depth, and persistence of these reactions are noteworthy. In 1 study 1 involving a highly representative sample of Ͼ8000 children attending grades 4 to 12 in New York City Public Schools conducted 6 months after September 11, 2001 , 1 of every 4 children (27%) met criteria for at least one of the probable psychiatric disorders assessed in the study (and also reported problems in their day-today functioning). Approximately 1 of 10 children reported symptoms consistent with posttraumatic stress disorder (PTSD) (11%), major depressive disorder (8%), separation anxiety disorder (12%), and panic attacks (9%). Yet, two-thirds of children who reported symptoms consistent with probable PTSD and self-reported impairments in daily functioning also reported that they had not sought any mental health services. Studies using estimates by pediatric practitioners of the incidence of mental health complaints related to the events of September 11th 2 and studies using parent self-reports that showed that only 27% of children with severe or very severe posttraumatic stress reactions received any counseling 3 confirmed the results obtained by self-reports of children. Together, this serves as a stark reminder of the major gap between mental health need and service delivery in the aftermath of a disaster within the United States. 4 The types of reactions that can be seen after a traumatic event include sadness, depression, anxiety (including separation anxiety and school avoidance), and fears; sleep problems and somatic complaints; and difficulties with concentration and academic functioning. Children may demonstrate developmental and social regression and may initiate or increase substance use and high-risk behaviors. As already noted, persistent and marked posttraumatic reactions, including PTSD, are common after a major disaster. The extent and nature of children's traumatic reactions to a disaster depend in part on the nature of the disaster; man-made, intentional events such as the terrorist attacks of September 11, 2001 , generally result in more difficulties with adjustment when compared with natural disasters. How individual children are personally impacted plays a key role in determining the course of their recovery from the event; personal injury or death or injury of loved ones and the perception of life threat at the time of disaster are risk factors for difficulty adjusting. If the disaster results in loss of home and belongings, separation from caregivers, or other disruption of daily routine, children are more likely to have persistent difficulties. Witnessing of the event, whether directly or indirectly such as through the media, is associated with more difficulty with adjustment. We can anticipate that images of the September 11, 2001 , attacks will again appear in the media at the time of the 10th year anniversary and may cause particular distress for children who have persistent traumatic reactions and those children who no longer are having ongoing difficulties but did have significant reactions at an earlier time. Parents should be provided advice on limiting children's exposure to media (e.g., television, internet, social media, radio, and print media) after a disaster or at times of the anniversary when reexposure is likely to occur. How children react and ultimately adjust depends in large part on their preexisting mental health and coping mechanisms; prior unresolved losses or traumatic events place them at increased risk of difficulty coping with the current event. Parents who are having difficulty coping themselves generally have children who are experiencing difficulty as well; support provided by families and communities can, in turn, mitigate the impact. 5 While the traumatic impact of a disaster is well documented and generally appreciated by professionals and the lay public, 1 issue that has received relatively little attention in both the research literature and in clinical services delivered after the events of September 11th relates to the impact on children of the death of a family member or friend. Outside the context of a disaster, it is Brief video clips of interviews of children and parents that were conducted by the author and sponsored by the New York Life Foundation can be viewed at www.jdbp.org.
commonly said that "It's not like someone died" when trying to compare and contrast stressors in daily life-as if bereavement is the "gold standard" for significant stressors. Although bereavement is a normative experience and not considered a "disorder" per se, it is still nonetheless appreciated as an often overwhelming experience that results in at least temporary impairment in daily functioning and one that results in lifelong impact for survivors (see Video, Supplemental Digital Content 1, at http://links.lww.com/JDBP/A25). 6 A prior commentary in the Journal of Developmental and Behavioral Pediatrics highlighted that the field of DevelopmentalBehavioral Pediatrics often addresses developmental variations, common problems or concerns, and normative reactions to stressful events such as illness and hospitalization: "Our field does not require that we view reactions as pathologic or abnormal in order to design and deliver effective interventions to promote coping and adjustment." 7 Unfortunately, health insurers too often do seem to make this a requirement to provide sufficient reimbursement for these important services. It is likely that this is at least partially responsible for the insufficient attention provided to the impact of bereavement on children after a disaster. Furthermore, families may not appreciate that professionals, whether they be pediatric health care providers, teachers, child care workers, or others who support children, are able and willing to provide basic bereavement support and facilitate referral to services. More disconcerting, surveys of these professions have shown that they have had limited training in this area and often perceive a lack of requisite skill. This combination of inadequate training and lack of reimbursement for providing basic supportive services to grieving children (often expressed by providers as a lack of time available to address this need) results in the unfortunate reality that too often, professionals who support children are not, in fact, able or willing to provide basic bereavement support and facilitate referral to additional services. Recent events in the United States and abroad, such as the earthquake, tsunami, and nuclear reactor disaster in Japan, remind us that disaster and loss will continue to challenge children everywhere as well as those who care for them and about them. Even outside the context of a disaster, bereavement is a common experience for children that can have a major impact on daily functioning whether or not it occurs in the context of a community disaster. Within the United States, ϳ5% of children experience the death of a parent by the age of 16, and virtually all children experience the death of a family member or friend before they reach adulthood. It is therefore critical that all professionals who work with children develop skill and comfort in providing basic supportive services to grieving children and their families and become familiar with community resources and know when and how to effectively refer for these additional services.
Children's reactions and adjustment to a death depends, in part, on their ability to understand what death means and the implications it has for them personally. There are a number of references that outline the developmental process by which children come to understand death and approaches to structuring explanations and education to advance children's understanding and ultimate adjustment to a loss. 8, 9 In many ways, though, children's reactions to a personal loss are similar to that of adults, although they may be expressed in a different manner. Children experience sadness, difficulty concentrating or learning (see Video, Supplemental Digital Content 2, at http://links.lww.com/JDBP/A26), anger, and guilt. Children may present to pediatric health care providers with physical complaints (such as headaches, stomachaches, or fatigue) and report disturbances in sleep or appetite that may prompt investigations for an underlying physical condition. In the aftermath of a personal loss, children may become anxious (see Video, Supplemental Digital Content 3, at http://links.lww.com/JDBP/A27) and worry about the death of others close to them or become concerned about their own personal mortality. They may become more self-centered and regress or otherwise act less mature. Difficulties in peer interactions may be seen (see Video, Supplemental Digital Content 4, at http://links.lww.com/JDBP/A28). They may avoid previously enjoyed activities and resist even brief separations from parents/caregivers or other family members (often resulting in school avoidance or clinginess in very young children). Adolescents may engage in risky behaviors (such as tobacco, drug, or alcohol use or sexual behavior in older children and teens) or acting out or delinquent behavior.
Death often leads as well to a number of secondary losses that negatively impact the adjustment or development of surviving children. The death of a parent may result in financial hardship requiring the family to relocate to live with family or friends or into a smaller home or less expensive neighborhood. This may require a forced change in school with resulting academic difficulties or loss of peer network. The child may be unable to return to a favored camp, continue after-school activities (secondary to financial or transportation concerns), or fulfill expectations of attending a desired college or pursuing a planned career. Surviving parents may need to work additional hours and be less physically available to support the children. Or they may still be physically present, but may nonetheless be less emotionally available because of their own grief or due to maladaptive coping techniques (such as increased alcohol or substance use).
Death of a sibling may place strains on a marriage resulting in parental discord that can impact negatively the surviving children. In addition, parents who are feeling guilt associated with the death or feeling vulnerable to additional losses may alter their parenting of the surviving siblings, which may result in overprotection and/or emotional distancing. 10 Children also experience other less tangible secondary losses: a parent who would have helped them with their college essays; a family member close to them who held unique shared memories; an older sibling who served as a confidant or provided critical advice on how to interact with peers or successfully navigate school; a younger sibling who served as a preferred playmate, and so on. The death of a family member may challenge their identity as a brother or sister and son or daughter. It shatters their confidence that the world is fair, just, and safe.
Bereavement can be an intense experience for children just as it is for adults. But over time and with support, most children find that life without the deceased, although altered permanently, can still be meaningful and characterized, at least at times, with a sense of joy and satisfaction. Children who experience complicated mourning, 11 though, may fail to adjust over time. They may demonstrate extreme reactions, such as profound and unrelenting sadness and despair that fails to improve or is complicated by suicidal ideations or intentions. They may be unable to continue with daily activities (such as academic work) or have difficulty maintaining peer relationships. Older children may engage in risky behaviors or initiate or increase the use of alcohol or drugs. Children experiencing these signs of complicated mourning should be referred for additional mental health evaluation and treatment.
Even those children who seem to be adjusting well to a loss may have moments when their grief is exacerbated by reminders of the deceased. This may occur at anniversaries of the death (this will be particularly salient for children who experienced losses as a result of the terrorist attacks of September 11, 2001 , because the date is so intrinsically associated with the event) or on other dates of personal significance, such as the birth date of the deceased, holidays when the family member's absence is most apparent, or lost opportunities such as a father-daughter dance or Mother's Day. Grief triggers, though, may simply be reminders of the person which individuals cannot anticipate-hearing a song their sister used to sing, a story in class where a character dies or is grieving, a picture of a place they vacationed together, seeing a woman crying that reminds them of their mother's grief-almost anything can be a trigger for grief (see Video, Supplemental Digital Content 5, at http://links.lww.com/JDBP/A29). These triggers catch children (and adults) off guard and result in a temporary resurgence of the feelings of loss and can make it difficult for them to concentrate on the discussion or academic work at least briefly. Children who experienced deaths of family members and friends on September 11, 2001 , can anticipate that the upcoming 10th year anniversary and the likely media coverage and discussion in schools and communities will result in a number of grief triggers and potential traumatic reminders. Parents, teachers, and other adults in children's lives should help put into place strategies for dealing with such triggers, such as setting up a plan with children about a safe place they can go to if they unexpectedly become overwhelmed in class.
Planned reminders of those who have died can be quite helpful to promote ultimate adjustment and coping. A prior commentary in this journal just prior to the first year anniversary of September 11, 2001 , outlined the positive impact of commemoration and memorialization and provided guidelines on how to maximize their benefit for children. 7 Nine years later, these recommendations remain relevant as the 10th year anniversary approaches.
The National Center for School Crisis and Bereavement (NCSCB; www.cincinnatichildrens.org/school-crisis) was established in 2005 with funding from the September 11th Children's Fund and National Philanthropic Trust and now partially supported with funding from the New York Life Foundation to promote an appreciation of the role schools can serve to support students, staff, and families at times of crisis and loss; enhance the training of individuals in schoolrelated professional education programs in the areas of crisis and loss; collaborate with professional organizations, agencies, and community groups to further help students, staff, and families at times of crisis and loss; and serve as a resource for information, training materials, consultation, and technical assistance. Among other materials, the NCSCB has developed a booklet 12 in English, Spanish, and Japanese for parents and other adults on how to support grieving children (that can be freely downloaded at www. nylgriefguide.com); guidelines on pragmatic steps to provide notification and support after the death of a member of the school community (www.cincinnatichildrens.org/ svc/alpha/s/school-crisis/guidelines-bereavement.htm); a PowerPoint slide presentation with presenter notes that can be used to provide in-service or preservice training for educators and other school staff; and guidance on preparation for the anniversary of September 11th. Additional publications provide more detailed information for teachers and other school staff on how to support grieving children 8 and respond to a school crisis. 13 The approaching 10th year anniversary of September 11, 2001 , should remind all of us that there is much that we can each do individually and collectively as a field to improve our capacity to support grieving children and to help them adjust more effectively and quickly to loss. We can advocate for research into interventions for grieving children that can be delivered in health care and community sites. We can help educate primary care and subspecialty providers and those in training, as well as increase our own knowledge and skills in this area. We must advocate for the availability of services in schools, daycare/childcare, camps, after-school programs, youth groups, and other child congregate care settings. This is particularly critical in those settings where loss is common and children are most vulnerable, such as within juvenile justice and child welfare. And we can provide consultation and training to teachers, school mental health providers, school administrators, and youth service providers about how to support individual children and groups of children after the death of a peer or staff member (see Videos, Supplemental Digital Content 6, at http://links.lww.com/JDBP/A30 and Supplemental Digital Content 7, at http://links.lww.com/JDBP/A31).
The 10th year anniversary of September 11, 2001 , should remind us not only of the profound and enduring impact a major disaster can have on the lives of children and families but also the potential our field has to improve the adjustment and coping of children who are faced with crisis and loss. Loss is inevitable in the lives of children, but whether or not we will be ready and able to support them is a decision that must be made consciously by each of us individually, collectively within our professional field, and together as a society.
